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CASE REPORT
Calcifying fibrous pseudotumour of maxilla: A rare entity mimicking
malignancy: A case report
Talha Ahmed Qureshi,1 Shabbir Akhtar,2 Mariam Abid3

Abstract
Occurrence of inflammatory pseudotumour in head and
neck region or nose and paranasal sinuses is rare.
However, when they do occur, they could be quite
aggressive. Etiologically, they are believed to be
reactive than neoplastic, and calcification may suggest
end-stage. Their clinical presentation and radiologic
features may resemble a malignancy. Grossly, they are
not encapsulated, but multilobulated and can be
circumscribed or infiltrative. Histologically, they
constitute of bland spindle cells with scant cytoplasm
and occasional mitotic figures. Scattered lymphocytic
and plasma cell infiltrates with abundant dense
hyalinized collagenous stroma and focal small
calcifications are seen. Presence of atypia, DNA
aneuploidy, and abnormal p53 expression may suggest
malignant potential. Though not known to metastasize,
they can lead to local complications, causing
destruction of bone and surrounding tissues.
Management is mainly by surgical excision though
adjunct corticosteroids have been advocated. We
report such a rare case of calcifying fibrous
pseudotumour of maxilla.
Keywords: Inflammatory Pseudotumor, Plasma Cell
Granuloma, Maxilla, Case Reports, Case Study

pseudtomours may represent actual neoplasia.1 We
report a rare case of calcifying inflammatory
pseudotumour of maxilla mimicking a malignancy.

Case Report
A 30 year old lady presented to the ENT clinic at Aga
Khan University Hospital in February 2016 with
complaint of swelling on the left cheek. She had no
other known co-morbidity. Her cheek swelling had

Figure-1: CT scan (coronal view of paranasal sinuses) showing soft tissue mass in left
maxilla eroding floor of orbit.

Introduction
Inflammatory pseudotumour has been described in
other parts of the body like GIT, lungs,
retroperitoneum, etc., but its occurrence in head and
neck is uncommon and its presence in nose and
paranasal sinuses is even rare. 1 The etiology is
unknown. However the possible cause is inflammatory
reaction of tissue injury.2 Though the pseudotumour is
accepted as a benign entity with fibroblastic
proliferation which may mimic malignancy due to its
occasional aggressive nature, a portion of these
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Figure-2: CT scan (axial view) showing soft tissue mass in left maxilla eroding
anterolateral wall and extending to cheek.
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Figure-3: Microscopy showing haphazard to whorled hyalinized collagenous stroma
seen (Green Arrow) (20X).

Figure-5: Psammomatous to irregular, dystrophic calcification (Black Arrow) seen in
microscopy.

begun approximately two years ago and had been
progressively increasing in size ever since. The swelling
was now associated with redness and tenderness of the
overlying skin. There were no associated complaints of
fever, nausea, weight loss or any other symptom
pertinent to ENT region. Patient had undergone several
biopsies earlier in other hospitals by Caldwall-Luc
approach but results had been inconclusive. However,
her last biopsy revealed spindle cells along with chronic
inflammatory cell infiltrate mainly plasma cells and
lymphocytes raising possibility of pseudotumour. The
patient was a non smoker, and her family history was
also unremarkable.

size of swelling was estimated to be 3cm X 4cm and there
was no skin ulceration. It was a firm, mildly tender mass on
palpation, involving the floor of the orbit of the eye as
well. No discharge was noted and colour of the overlying
skin was slightly red.

Upon physical examination, a diffuse swelling
incorporating the left maxillary region could be seen. The

CT-scan showed 'soft tissue density' in left maxillary sinus
with erosion of anterior and superior walls. (Figure-1, 2).
Consent by patient to present her case as a publication
and presentation was taken.
Surgery was planned for confirming the diagnosis and
further management. Subtotal maxillectomy via a
lateral rhinotomy was performed and medial and
lateral walls of maxilla were removed. Intraoperatively,
no discrete lesion was identified except inflamed soft
tissue eroding anterior wall of the maxilla and the floor
of orbit. The lesion was removed in a piecemeal
manner. Maxillary cavity was packed and incision site
closed. Postoperatively, the patient remained fine and
was discharged on antibiotics, anti-inflammatory
drugs and corticosteroids (prednisolone 0.5
mg/kg/day),
The patient was both subjectively and objectively better,
when seen on her first follow-up after a week. She was
continued on oral steroids for another two weeks
(prednisolone 0.5 mg/kg/day), and then the steroids were
tapered off.

Figure-4: Microscopy showing lymphoid follicle with admixed inflammatory cells
(Blue Arrow) (20X).
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Histopathology with hamatoxylin and eosin staining
showed an un-encapsulated pauci-cellular bland
spindle cell lesion with abundant, haphazard to
whorled hyalinized collagenous stroma (Figure-3).
Admixed mixed inflammatory infiltrate comprised of
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plasma cells, lymphocytes, eosinophils, mast cells and
lymphoid follicles (Figure-4). Varying degree of
psammomatous to irregular, dystrophic calcifications
were present (Figure-5).

Discussion
Calcifying fibrous pseudotumours (CFPTs) are
paucicellular collagenous lesions with scattered chronic
inflammation and focal calcifications.3 Many previous
case studies and literature reviews have suggested that
CFPT is a cell-poor, end stage of inflammatory
pseudotumor (IPT). 4 Although lung involvement is
reported to be the most common presentation of IPTs,
variants are known to involve almost any type of
anatomical location. Etiologically, they are believed to
occur due to reactive rather than neoplastic changes. Its
pathogenesis is largely unknown, but IPTs are believed
to occur as a result of immunologic host reaction to
inciting agents like infections, neoplasms, foreign
bodies etc.5
The differential diagnoses6 that should be considered
with CFPTs are desmoid tumours, solitary fibrous
tumour, desmoplastic fibroblastoma, calcifying
aponeurotic fibroma, collagenous fibroma and other
sub categories of inflammatory pseudotumours (focal
myositis, plasma cell granuloma, inflammatory
myofibroblastic tumour etc).6
The diagnosis of CFPT requires clinical exclusion of
neoplasms and absence of active infectious processes.
Literature review suggests a trend favouring younger
female population as the primary focus of incidence,7
although no specific age limit has yet been identified.
Definitive diagnosis requires a full histological assessment
of the surgically excised mass.
Histologically, the common patterns identified
demonstrate that most CFPTs have bland spindle cells,
scattered lymphocytic and plasma cell infiltrates,
abundant dense hyalinized collagenous stroma with
focal small calcifications. The bland spindle cells usually
show scant cytoplasm and occasionally mitotic figures.
In the infiltrates and scattered lymphocytes, germinal
centers can often be identified. Although plasma cells
usually predominate, the surrounding cellular debris is
known to contain variable representation of neutrophils,
eosinophils and mast cells as well.8-11 Presence of
cellular atypia, DNA aneuploidy and abnormal p53 gene
expression may suggest malignancy potential. CFPTs are
not known to be encapsulated but may be
multilobulated, and depending on the exact nature of
the mass and its location, can be either circumscribed or
infiltrative. Well-circumscribed masses tend to present
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frequently with pressure symptoms and likely to be
noticed by the patient primarily due to aesthetic issues
from its location. Infiltrative CFPTs can be very
aggressive and may involve underlying structures like
nerves and blood vessels.8-11 The pseudotumour mass in
this reported case was causing significant local bone
erosion as well as erythema and tenderness of the
overlying skin, though nerves and blood vessels were
not affected.
The mainstay management of CEPT remains surgical
intervention and excision of the mass.12 Chemotherapy
and radiotherapy might be useful adjuncts, but till date,
no significant evaluation of these modalities have been
undertaken.13,14 Given the low probability of local
recurrence following adequate surgical excision, CFPTs
can be sufficiently managed by surgery alone, although
some studies do advocate advantages of adding
steroids.9,15
Although not known to metastasize, CFPTs can result in a
number of local complications due to its aggressive,
locally infiltrating nature. Some common complications
reported in literature include local bone erosion,
infiltration into the surrounding soft tissue and
vasculature, overlying skin involvement and cavity
obstruction.16,17

Conclusion
Inflammatory pseudotumour is rare in maxilla region, but
when present, is aggressive, causing destruction of bone
and surrounding tissues. The clinical presentation and
radiological features may mimick malignancy, but needs
to be histologically differentiated. Management is mainly
by surgical excision. Our case report accounted for one of
such rare cases of calcifying fibrous pseudotumour of
maxilla mimicking malignancy.
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